This was a descriptive research conducted in order to determine health beliefs of the female academicians about breast cancer and screening tests and the Affecting factors that determined these beliefs. 200 female academicians made up the sample of the research. The data were gathered by the researcher using a Descriptive Data Collection Form that aimed at the characteristics of the women and Champion's Health Belief Model Scale (HBMS) for breast cancer and were evaluated using percentages, arithmetical means, standard deviations and Mann Whitney U test in computer environment. It was found out in the study that the female academicians who had family cancer history, acquired knowledge about breast cancer and whose academic specialty was on health presented higher mean scores in "susceptibility" and "seriousness" and "breast-self-examination self-efficacy" of HBMS but their mean scores of "barriers to breast-self-examination" and "barriers to mammography" were lower as compared with other women. This difference was statistically significant (p < 0.05). As a result; it was established that female academicians were susceptible to breast cancer, cared about it, had higher health motivation, believed in the benefits of breast self examination (BSE) and mammography and in the efficacy of the BSE. However, female academicians' perceptions about "barriers to BSE" and "barriers to mammography" were high.
INTRODUCTION
Today, breast cancer is the most widely diagnosed cancer type among women across the world and is a cancer related mortality cause. According to World Health Organization (WHO); following cervix cancer, breast cancer occupies the second place in terms of incidence and mortality rate in Africa. In the United States and Europe, the most commonly seen cancer type is breast cancer among women in terms of case number. 1 In Turkey, also, breast cancer comes first among the top ten cancer types seen among women. According to the Annual Book of Health Statistics of Ministry of Health of Turkish Republic, incidence of breast cancer which was 37.6% in 2006 rose to 41.6% in 2008 in our country. 2 In fact, breast cancer is a curable and treatable disease the diagnosis of which is possible at an early period thanks to breast self examination (BSE) and screening methods like mammography. The most important mortality cause of breast cancer is its too-late diagnosis at end-stage in which the treatment is not possible. However, screening methods that provide an early diagnosis of breast cancer are not used enough by women [3] [4] [5] [6] ; the most significant reason is -may be-women's negative health beliefs and attitudes towards breast cancer and screening methods. The studies conducted point out that breast cancer awareness and health behaviors of women were poor and not sufficient. [3] [4] [5] [6] [7] [8] [9] [10] [11] Therefore; it is vital to enhance women's breast cancer awareness, to develop positive health beliefs and attitudes among them and to increase the number of screening methods in order to diagnose breast cancer at primary care and to decrease mortality rate. There are various studies that have investigated health beliefs of women about breast cancer on different groups in our country. [9] [10] [11] [12] [13] [14] [15] [16] [17] However, we were of the opinion that it was highly important to determine female academicians' health beliefs about breast cancer and screening tests so that general perspectives and awareness of women with high educational status about breast cancer could be understood; which was the main determinant to plan our study. Our study was conducted in order to determine health beliefs of the female academicians about breast cancer and screening tests and the factors that determined these beliefs.
MATERIALS AND METHODS

Type of the Research
The current research was a descriptive research conducted in order to determine health beliefs of the female academicians about breast cancer and screening tests, and the factors that determined these beliefs.
Population and Sample of the Research
The population of the research was composed of 230 female academicians who taught at schools and faculties of Hitit University during 2010-2011 academic year. The sample of the research was consisted of 200 female academicians who volunteered to participate between January 2011 and February 2011.
Data Collection Tools
The data were gathered by the researcher using a Descriptive Data Collection Form that aimed at the characteristics of the female academicians and was designed through the literature information and Champion's Health Belief Model Scale (HBMS) for Breast Cancer and Breast Cancer Screening.
Descriptive Data Collection Form of the characteristics of Female Academicians
Descriptive Data Collection Form that aimed at the characteristics of the female academicians contained a total of 13 questions that targeted at sociodemographic information (age, educational status, marital status, status of having a child, academic title, academic specialty, etc.) and knowledge, behaviors and attitudes of female academicians about breast cancer and screening tests (family history of breast cancer, having knowledge about cancer and screening tests, person/institutions through whom/which they received training about breast cancer and screening tests, status of breast-self-examination (BSE), reasons not to perform BSE, status of having mammography, etc.).
Champion's Health Belief Model Scale (HBMS) for Breast Cancer and Breast Cancer Screening
HBMS was introduced by Champion and was based on health belief model scale for early diagnosis of breast cancer. 18 Turkish version, validity and reliability tests were performed by Karayurt and Dramalı 10 and Gozum and Aydın
19
. Cronbach's alpha reliability coefficients for the HBMS subscales ran-ged from 0.69-0.83 in the Turkish version made by Gozum and Aydın whereas these coefficients varied from 0.58 to 0.89 in the Turkish version made by Karayurt. Test-retest reliability was between 0.89 and 0.99. 10, 19 Validity and reliability of HBMS were found to be satisfactory in both studies. In our study, the Turkish version of Gozum and Aydın (2004) was used.
The Turkish version of the HBMS which measured one's judgments about breast cancer and general health was consisted of 57 items that were clustered into eight subscales: susceptibility (three items), seriousness (six items), health motivation (five items), barriers to BSE (eight items), benefits of BSE (four items), BSE self-efficacy (ten items), benefits of mammography (five items) and barriers to mammography (eleven items). The scale items have a 5-point Likert format with the following coding: I strongly disagree (1 point), I disagree (2 points), I am neutral (3 points), I agree (4 points), and I strongly agree (5 points). Higher scores indicate higher "susceptibility" and "seriousness". Higher scores of "health motivation" indicate that health motivation is highly perceived, higher scores of "benefit" indicate that benefit is highly perceived, higher scores of "barrier" indicate that barrier is highly perceived and higher score of "self-efficacy" indicate that self-efficacy is highly perceived.
Data Evaluation
Data were evaluated using SPSS 17.0 statistical package software in computer environment. Percentages, arithmetical means, standard deviations were used in the analyses of the data. For the pairwise comparisons of the parameters that did not follow a normal distribution, Man Whitney-U test was used.
Ethical Considerations
The Principles set out by the Declaration of Helsinki and national and local ethical guidelines for research were also followed. The necessary official permissions were obtained from the university to undertake pre-administration and administration phase of the study at the faculties and schools of Hitit University. The participants were thoroughly instructed in the aims and details of the study, an information sheet was provided and informed consent was obtained. Participants signed the consent form knowing that they could withdraw from the study at any time. The anonymity and confidentiality of participants were guaranteed and those who volunteered to participate were recruited for the study.
RESULTS
Mean age of the participant female academicians was 36 ± 1.2 (min: 23 -max: 43). Nearly one of the two women was married (47.5%) and had child/children (46.5%). Also, nearly one of the two women (47.0%) had under-graduate degree, nearly one of the three women (35.0%) had graduate degree and one of the five women had doctorate degree (17.5%). When the academic titles of the participants were analyzed, it was seen that eight of the ten women were appointed as instructors and research assistants (82.5%) and nearly one fifth were assistant professors (17.5%). One of the two women (47.5%) specialized in physical sciences and social sciences but only 2.5% of the female academicians specialized in health sciences (Table 1) .
First degree relatives (mother/maternal aunt/paternal aunt/sister/grandmother) of only 5% of the participants had breast cancer history. It was explored in the study that eight of the ten female academicians had knowledge about breast cancer and screening tests. The person/institution through whom/which they acquired training about breast cancer and screening tests were mass media (93.8%), health personnel (62.5%), friend (28.1%) and family members (6.3%); relatively. None of the participants performed BSE regularly and only one of the ten women occasionally performed BSE. The reasons for which the participants did not perform BSE were "laziness and negligence" (44.4%), "fear to find lumps" (40.0%), "having no knowledge about BSE" (22.2%) and "the idea that it is unnecessary to perform BSE routinely" (15.0%); respectively. It was detected that only two academicians had mammography. The reasons for which the participants did not have mammography were "being too young to have mammography" (90.9%), "its painful procedure" (85.8%), "fear to find lumps" (85.5%), "embarrassment" (75.7%) and "the idea that it is unnecessary to have mammography routinely" (45.4%) ( Table 2) .
When the distributions related to mean scores of HBMS subscales of the participant female academicians were analyzed; it was found out that their "susceptibility" was 11.79 ± 1.40, "seriousness" was 25.06 ± 5.09, "health motivation" was 19.91 ± 3.49, "benefits of BSE" was 19.66 ± 1.04, "barriers to BSE" was 20.83 ± 4.13, "BSE self-efficacy" was 19. 95 ± 5.33, "benefits of mammography" was 17.55 ± 5.33 and "barriers to mammography" was 41.55 ± 9.36. According to these findings, mean scores of the female academicians were higher in the subscales of "susceptibility", "seriousness", "health motivation", "benefits of BSE", "barriers to BSE", "BSE self-efficacy", "benefits of mammography" and "barriers to mammography" (Table 3) . ** Percentages were calculated by n because more than one answer was given.
It was found out in the study that the female academicians who had knowledge about breast cancer had higher mean scores in "susceptibility" and "seriousness", "health motivation", "BSE self-efficacy" and "benefits of mammography" compared to those who did not have any knowledge about breast cancer but their mean scores of "barriers to BSE" and "barriers to mammography" were lower. This statistical difference was considered significant (p< 0.05). Our study demonstrated that the difference between mean scores of "benefits of BSE" was statistically not significant among the female academicians with and without knowledge about breast cancer (p> 0.05) ( Table 4. ).
It was established in the study that female academicians who had family breast cancer history had higher mean scores in "susceptibility and seriousness", "benefits of BSE" and "BSE self-efficacy" compared to those who did not have family breast cancer history but their means scores in "barriers to BSE" and "barriers to mammography" were lower. This statistical difference was considered significant (p< 0.05). Our study indicated that the difference between mean scores of "health motivation" and "benefits of mammography" was statistically not significant among the female academicians with and without family breast cancer history (p> 0.05) ( Table 4) .
It was found out that those whose academic specialty was on health had higher mean scores in susceptibility and seriousness, health motivation, BSE self-efficacy and benefits of mammography compared to those whose academic specialty was not on health but their mean scores in "barriers to BSE" and "barriers to mammography" was lower. This statistical difference was considered significant (p< 0.05). On the other hand, no statistical difference existed between mean scores in "benefits of BSE" among those whose academic specialty was on health or on a different academic field (p> 0.05) (Table 4). Although not shown in the table, the difference between mean scores of female academicians was statistically not significant in terms of age, educational status, academic title, marital status and having child/children (p> 0.05).
DISCUSSION
According to WHO breast cancer is the first most common cancer-related death cause among the women across the world. 411.000 women die due to breast cancer each year; which makes up 1.6% of all cause mortality of women. Death to case ratio is highest in countries with low and middle income levels. 1 It is estimated that breast cancer incidence has recently gone up and there will be more than 51.000 breast cancer case. 23 Inability to detect the disease at an early period is the leading death cause of breast cancer. 38% of the breast cancer cases in Europe and 30% of the breast cancer cases in the USA are locally progressed cancers at the time of diagnosis.
1 Therefore, breast cancer should be detected with an early diagnosis and treatment should be initiated as early as possible using BSE and mammography which are perhaps the most effective methods. Yet, it is reported in the studies on the issue that women's breast cancer screening rate is low. [3] [4] [5] [6] [7] [8] Besides, women's health beliefs on screening methods generally affect utilization-rate of BSE, mammography and other methods.
In our study, mean scores of the female academicians were higher in the subscales of HBMS of susceptibility (11.79±1.40), seriousness (25.06±5.09), health motivation (19.91±3.49), benefits of BSE (19.66±1.04), barriers to BSE (20.83 ± 4.13), BSE self-efficacy (19.95±5.33), benefits of mammography (17.55 ± 5.33) and barriers to mammography (41.55 ± 9.36). When compared with other relevant studies conducted in our country [10] [11] [12] [13] [14] [15] [16] [17] ; it was noted that mean scores of our study were higher in "sus- ceptibility", "seriousness", "health motivation", "benefits of BSE", "BSE self-efficacy" and "benefits of mammography" than the above mentioned studies. Based on these findings; it could be suggested that the participant female academicians were susceptible to and cared about breast cancer much, their awareness of breast cancer were at a high level and believed in the benefit of BSE and mammography. However; means scores of female academicians in "barriers to BSE" and "barriers to mammography" were high; which made us conclude that female academicians had higher perceptions/negative perceptions about barriers to screening methods. Therefore; it may be argued that the participant women avoided performing BSE and having mammography although they cared about breast cancer and believed in benefits and efficacy of screening methods.
BSE is a very effective method for an early diagnosis and prevention of breast cancer. According to WHO, 90% of the women in whom breast cancer is diagnosed go to the clinics after they have detected mass/masses in their breasts using BSE. 1 Therefore, it is very significant that women should know their own breasts and should develop awareness towards
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UHOD Number: 4 Volume: 23 Year: 2013 the changes in their breasts. But according to our study findings, none of the participants performed BSE regularly and only 10% of the women occasionally performed BSE. Main reason for which the participants did not perform BSE was "laziness and negligence". It was also found out in the study that one of the five female academicians did not have knowledge about BSE and one of six female academicians regarded that it was unnecessary to perform BSE routinely.
As for mammography, only two women had mammography. When we considered the mean age of the participant women, low mammography rate may have resulted from the fact that their ages were not suitable/too young for mammography. Yet, most of the women regarded mammography as a painful procedure and experienced embarrassment and fear for mammography. Moreover, nearly one of the two women did not find routine mammography checks necessary.
Breast cancer screening with mammography is a very effective way to reduce mortality caused by breast cancer. In fact, it is expected to achieve 20% decrease in mortality thanks to mammography among the women aged ≥ 50 years. It is still a debated issue whether or not mammography is necessary for women aged < 50 years. However, more than 40% of the deaths caused by breast cancer diagnosed among those aged < 80 occur among the women aged between 35 and 49. Therefore, it is highly important to create awareness in terms of the early diagnosis of breast cancer among women aged < 50 years. 1 Another considerable finding of the study was that female academicians avoided from BSE (40.0%) and mammography (85.8%) because they feared to find lumps; which pointed out that education is not enough to develop positive health behaviors about early diagnosis methods of breast cancer although our participants may have higher educational status. In accordance with the result of our study, the studies of Lostao and et al. and Dewal reported that majority of the women did not perform regular BSE and that those who occasionally performed BSE did it wrong. [20] [21] Similarly, "barriers to mammography" of the women were high in these studies. [20] [21] When the literature is analyzed, it is seen that rate of women who perform BSE is much bigger in European and American countries than African and Asian countries. [3] [4] [5] [6] [7] [8] In the studies on relevant issue made in Turkey with women with different characteristics, it was emphasized that rate of BSE was low. [9] [10] [11] [12] [13] [14] [15] [16] [17] In agreement with our finding, the study of Altunkan et al., reported that none of the women aged 20-60 performed BSE regularly and only 13.8 % of the women performed BSE occasionally. 16 The study of Merey demonstrated that nearly all of the women did not perform BSE regularly. 9 The studies made on this issue showed that main reasons for women's negative thoughts and attitudes about breast cancer early diagnosis methods were the fear to find lump and the opinion that breast cancer was an incurable disease although it was early diagnosed. [3] [4] [5] [6] [7] [8] 17 These findings concurred with our findings.
Our study did not reveal any correlation between mean scores of HBMS subscales and age, educational status, academic title, marital status and having a child/children. When the literature was analyzed, it was understood that there were different study results. The study of Dündar et al., which was in agreement with our results, indicated that age, marital status and educational level did not affect the status of performing BSE. 12 As for the studies of Nahçıvan and Seçginli, it reported no correlation between marital status and BSE.
14 Likewise, the study of Altunkan et al. suggested that age, educational status and having a child/children did not affect women's susceptibility towards breast cancer. 16 On the other hand, unlike our study, the same study reported that women who were aged below 39, had primary school degree or below and did not have children had higher "barriers to BSE". Besides, the same study demonstrated that "benefit of BSE" of women increased as age decreased and educational level increased. 16 But the studies of Petro-Nustus and Mikhail presented a positive correlation between rate of BSE and advanced age and increased educational level, too. 4 Similarly, the studies of Jarvandi et al. argued that those who were married and older performed BSE more often. 5 It was found out in the study that the female academicians who had family cancer history, acquired knowledge about breast cancer and whose academic specialty was on health presented higher mean scores in "susceptibility" and "seriousness" and "BSE self-efficacy" of HBMS but their mean scores of "barriers to BSE" and "barriers to mammography" were lower as compared with other women. This difference was statistically significant. According to the findings of the study, the female academicians who had family cancer history, acquired knowledge about breast cancer and those whose academic specialty was on health were more susceptible towards and cared about breast cancer more and had positive behaviors about how to perform BSE and about its efficacy. Besides, these women considered BSE and mammography easier or unproblematic. Health beliefs and knowledge about breast cancer and implementation of early diagnosis methods affect one's perception of successful health behaviors -that is, self-efficacy-which starts and continues positive health behaviors. Additionally, it is known that individuals who have family breast cancer history feel under risk for breast cancer and therefore are more susceptible towards and care about cancer more. 13, [15] [16] [17] 22 According to HBMS, increase in susceptibility and seriousness augments health motivation and reduces barrier and encourages women to perform positive health behaviors like BSE and mammography and thus women have been persuaded in the benefits and efficacy of these methods. In the study of Powe et al., it was emphasized that women who had family breast cancer history believed the importance of early diagnosis methods more. 22 The studies of Canbulat, Gerçek et al. and Kılıç et al. reported that women who had family breast cancer history were more susceptible towards breast cancer. 13, 15, 17 Moreover; "susceptibility", "seriousness" and "self-efficacy" of the women who were aged 20-60 and who had family breast cancer history were higher in the study of Altunkan et al. 16 In the study of Kılıç et al., girls with breast cancer knowledge were found to be more susceptible towards breast cancer, their "barriers to BSE" was lower and their "BSE self-efficacy" was higher. 17 These findings were similar to our findings. As a conclusion; it was detected that the participant female academicians were susceptible to breast cancer, cared about it, had higher health motivation. Also, our participants considered breast cancer screening methods useful and believed in BSE selfefficacy. However, participant women's barriers to BSE and their barriers to mammography were higher. Therefore; it was concluded that female academicians had negative health beliefs and attitudes towards BSE and mammography and therefore, avoided from these practices. However; it was established that female academicians who had family breast cancer history, had knowledge about breast cancer and whose specialty was on health were susceptible to breast cancer and cared about it more compared to other women and their barriers to BSE and barriers to mammography were lower. In light of the finding obtained from the research, it may be recommended that:
• Health care personnel who work at health service offices located at the universities should perform risk analyses of breast cancer for the female academician,
• Cancer risk groups should be detected,
• Planned health trainings to turn negative health beliefs of breast cancer and screenings into positive health beliefs and attitudes should be organized,
• Studies with bigger sample size and control groups should be planned so that prospective studies can provide more reliable results about this issue.
